In 2000, the Centers for Disease Control and Prevention (CDC) and the Association of Schools of Public Health (ASPH) established the Centers for Public Health Preparedness (CPHP) to educate and train the public health workforce to prepare and respond to acts of domestic terrorism, as well as other disasters that might threaten the public health and welfare of the U.S. To facilitate this developmental process, CDC and ASPH established content-specific inter-CPHP committees referred to as "exemplar groups." In 2004, CDC and ASPH directed CPHP network members to create the CPHP Mental Health and Psychosocial Preparedness Exemplar Group to address the mental health aspects of terrorism and mass disasters.
Terrorism has been defined as ". . . an attack on the mental health of a nation." 1 More broadly, however, disaster mental health and psychosocial preparedness are essential and integral components of any compre-hensive disaster preparedness and response plan, as there is invariably a psychological toll associated with every major disaster. 2, 3 Public health and other disaster health-care workers need to be aware of the behavioral, mental, and psychosocial sequelae of disasters, as well as the approaches needed to assess and offer assistance during every phase of a disaster. 4 Yet disaster plans and disaster training, with some notable exceptions, have often ignored mental health and psychosocial preparedness. 2 The Mental Health and Psychosocial Preparedness Exemplar Group drew CPHP network members who possessed relevant subject matter expertise. This group developed a charter, compiled relevant CPHP training materials, developed an objective review template, and collectively assembled and reviewed the resources. Reviews were presented at a consensus meeting in Atlanta, Georgia, in March 2005, where an asset matrix was developed to compare and categorize the training and education curricula and resources. The group's report was completed in September 2005, with a subsequent publication of findings. 5 One of the group's constituent recommendations for further development was to create a list of core disaster mental health competencies designed to augment the Columbia Core Public Health Worker Competencies for Emergency Preparedness and Response. 6 This was driven in part by a lack of generally agreedupon disaster mental health competencies that could serve to guide training for disaster response personnel. The conceptual foundations for such a translation have already been undertaken. 7 Furthermore, the data suggest that the level of responder training in crisis intervention is positively related to psychological outcomes of disaster victims. 8, 9 By identifying disaster mental health competencies and providing training that reflects these competencies, it is anticipated that the public health workforce will be better equipped to prepare for and respond to the psychological needs of disaster survivors. Once the DMHCG had created the consensus core competencies, a process of vetting was to be undertaken. Explicit in the vetting process was the intention to share the consensus recommendations with potential public health practice partners at the local level, with select governmental and nongovernmental agencies that might share interest in the recommendations, and with public health scholars. As a means to that end, this article describes the processes and outcomes to date of the CPHP DMHCG, including the purpose/rationale for this undertaking and the resultant proposed core competencies in disaster mental health. 
comPetencIeS oVerVIew
The consensus document containing five core competencies in disaster mental health is presented within this section. The specific competencies themselves are prefaced by a seven-point preamble that serves as a platform for the understanding and practice of the competencies themselves.
Preamble
The following represents the consensus core competencies for disaster mental, psychosocial, and behavioral health preparedness and response. These competencies can serve as a framework for developing training programs, educational curricula, evaluation processes, and organizational and human development initiatives, such as job descriptions and performance evaluations. These competencies must be integrated within organizational structure and incident management systems and are guided by the following principles.
• Adherence to performance within one's scope of practice (e.g., functional role; knowledge, skill, and authority; continuing education; ethics; licensure; certification) with respect to individuals, families, groups, organizations, and/or at the population level.
• Consideration of the context of the situation (e.g., event type, population served, geography, sensitivity for unique subgroup needs) in applying these competencies.
• Recognition of the distinction between public health initiatives and clinical practice with
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• Sensitivity to diversity and cultural competence.
• Acceptance of management/leadership to recognize and embrace disaster behavioral health principles.
• Recognition of the desire to reduce the risk of any harm that may come from intervention.
• Recognition of the importance of teamwork and adherence to the incident command system. E. Determine level of functionality (e.g., the ability to care for self and others, follow medical advice and safety orders).
F. Recognize mild psychological and behavioral distress reactions and distinguish them from potentially incapacitating reactions.
G. Synthesize assessment information.
IV. Disaster response personnel will demonstrate skill in developing and implementing an action plan (based upon one's knowledge, skill, authority, and functional role) to meet those needs identified through assessment including, but not limited to the following behaviors:
A. Disaster response personnel will demonstrate skill in developing an action plan including the ability to: (1) identify available resources (e.g., food, shelter, medical, transportation, crisis intervention services, local counseling services, financial resources), (2) identify appropriate stress management interventions, and (3) formulate an action plan consisting of sequential steps.
B. Disaster response personnel will demonstrate skill in initiating an action plan including the ability to: (1) provide appropriate stress management, if indicated, (2) connect to available resources (e.g., food, shelter, medical, transportation, crisis intervention services, local counseling services, financial resources), concluSIon This article illustrates the development of a set of proposed core competencies in disaster mental health. While the primary target audience is public health and disaster assistance personnel, we believe the competencies, in the aggregate, may serve as useful guidance for any and all disaster response personnel. More specifically, such guidance might prove useful in selecting individuals for deployment to perform disaster mental health functions during and after a disaster. Furthermore, such guidance might prove useful in developing training programs designed to prepare public health and other personnel to perform disaster mental health functions in the field. These core competencies should be viewed as foundational. The DMHCG recognizes that a set of more advanced competencies is requisite and, when developed, will be built upon the extant core competencies and will address specialized interventions designed to meet the needs of specialized subgroups and uniquely challenging situations.
